
relax, they exercise, so I have used the stem pessary,
leaving it there for months and years, with wonderful
results.

Now, we have another class of cases : The young girl
with a bright mind, quick perception ; learns easily and
goes through school without the least trouble. Nature
has no particular work at puberty. There are no long
hours of study burning the midnight oil, but the girl
learns her lessons, gets out in the fresh air, takes plenty
of exercise, and Nature has no trouble at all in develop¬
ing the pelvic organs. They become normal. The girl
menstruates regularly and painlessly. She goes on that
way for years. She becomes an intelligent worker,
teacher, or something of that kind. Gradually, in the
course of time, dysmenorrhea is noticed, perhaps only
for an hour or two, but it gradually increases in sever¬

ity. She is laid up for a day or two every month, and
has trouble in following her vocation. If you will ex¬
amine a girl like that you will find that the uterus
is small. It is undergoing atrophy; the uterus not so
much as the cervix. The cervix has become very much
smaller, the canal is contracted, there is painful ob¬
struction and pain from the lack of muscle, which has
been superseded by connective tissue. The uterus will
simply become small from the lack of exercise, just as

any muscle of the body will from lack of exercise. That
woman ought to be married, she ought to have children ;
then she would not have dysmenorrhea, but she has it
now. What are you going to do here ? Give her various
remedies from guaiae to aloes? They will do no good.
The uterus needs exercise. If she is examined by the
ordinary physician, he finds the small cervix, and says
it is stenosis and needs dilatation. He proceeds to do it.
The next menstrual period she will feel better. The
second time she begins to have trouble again, and in a
little while she is as bad as she was before. Perhaps she
has this repeated, but with the same result. What she
needs is constant exercise of the uterine muscles. The
stem pessary will fill the indication, and she must wear
it for a long time—a year or two.

For this kind of cases the ovaries were removed for¬
merly, and are to-day by inexperienced surgeons. The
slightest little pain during menstruation is an excuse to
remove the ovaries.

This method of treatment, I hope, will save many.
In ordinary stenosis, where there is a tendency to re-

contract, the use of the stem pessary for a few months
will bring about a permanent cure. In cases of single
flexion and version, the stem pessary or any other kind
of pessary will generally relieve the condition. Cases
of sterility will be relieved if there are no tubai or

ovarian diseases.
Some of the most intractable cases are those of scanty

menstruation in fleshy women. It seems to have a pe¬
culiar mental effect. They seem to worry a great deal
about it. The stem in such cases generally brings on

the normal flow. The stem increases the flow in some
cases rather profusely, but, as a rule, that is desirable.
The various nervous symptoms and disturbances we
often find seem to quickly vanish after they have worn
the pessary for a short time. There certainly are many
reflex conditions, which we do not quite understand,
that are caused by flexion, stenosis and dysmenorrhea,
which will all disappear as soon as the uterine or pelvic
trouble is relieved.

Just a few cases that may make clearer the point I
am trying to make. I will not give you an elaborate
history, but just a few salient points:

Case 1.—Infantile uterus—Mrs. B., aged 27; dysmenorrhea

since the beginning of menstruation; married six years; sterile.
Stem pessary introduced Aug. 17, 1903. Menstruation regular
and painless; working hard, and the stem still in place.

Case 2.—Mrs. B., aged 31; amenorrhea and rétroversion;
had not menstruated for seven months; sterile. Stem pessary
was introduced Sept. 10, 1903; menstruation regular since;
still in place.

Case 3.—Mrs. M., age 33; amenorrhea and sterile. Very
fleshy; had not menstruated for nine months. Stem pessary
introduced Oct. 31, 1903; still in place; menses regular since.

Case 4.—Miss G., aged 20; menstruation painful; uterus
small. Stem pessary introduced Oct. 27, 1903. Removed May
7, 1904. Menstruation became regular and painless as soon as
stem was introduced.

Case 5.—Mrs. H., aged 24; sterile five years. Stem pessary
introduced Oct. 15, 1903. Removed Dec. 17, 1903. Menstruated
last, Jan. 14, 1904; pregnant at present time.

Case 6.—Mrs. O., aged 30; scanty, painful menstruation;
uterus small; hysterical. In bed for two weeks; taken to the
hospital and stem pessary introduced Feb. 6, 1903. In one
week she left the hospital, able to do her work, and has been
an entirely different person since. All the nervous symptoms
disappeared; menstruation became regular. Pessary was re¬
moved May 22, 1904.

COXCLUSIONS.
In conclusion, I would say that:
Dysmenorrhea in young girls is often produced by

infantile uteri, when it occurs.after 30 in virgins, by
premature atrophy of the uterus.

The uterus can only be developed by exercise. This is
accomplished by the stem pessary, as the uterus con¬
tracts and tries to expel it.

Recurring stenosis or flexions are often cured by the
stem pessary if kept in for six months or a year.

Scanty menstruation in fleshy women is wonderfully
improved by the use of the stem pessary.

Amenorrhea caused by any of the above conditions,
or sometimes without our ability to recognize the cause,
is promptly relieved in the same manner.

As all the above conditions cause sterility, the latter
is often cured by the introduction of a properly fitting
stem. Any kind of stem pessary will do, but the hard
rubber Chapman is the one used.

All pelvic diseases, ovarian or tubai, must be abso¬
lutely excluded. The stem is only used in disturbances
caused by the uterus alone.

MEMBEANOUS ENDOMETEITIS.*
FLORUS F. LAWRENCE, M.D., D.Sc, LL.D.

Clinical Lecturer, Diseases of Women and Abdominal Surgery,
Starling Medical College ; Chief of Staff and Surgeon

to Lawrence Hospital.
COLUMBUS, OHIO.

The unsatisfactory results of all forms of treatment
for membranous endometritis directed to the uterus,
have been so commonly noted that it seems strange its
pathology is still in doubt. So far as I know the idea
that this condition may be a secondary trophic one has
not been suggested. Within the past few months a
number of cases coming under my care in close suc¬
cession in which membranous casts, either partial or

nearly complete, were among the symptoms noted,
caused me to look carefully over my records for sev¬
eral years back. The first surprising thing I found was
that in 42 cases on which I had operated for the re¬
moval of tubai and ovarian diseases, membranous casts

* Read at the Fifty-fifth Annual Session of the American Med-
ical Association, in the Section on Obstetrics and Diseases of
Women, and approved for publication by the Executive Committee
Drs. J. H. Carstens, A. Palmer Dudley and L. H. Dunning.
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accompanying painful menstruation were noted as a

prominent symptom. The second thing found was
that in 19 of the 42 cases the tubai or ovarian disease
was unilateral. The third thing found was that in 37
of the 42 cases pelvic adhesions wTere noted.

I have, since that time, either seen or communicated
with 17 of the 19 patients who were the subjects of
unilateral trouble. Two of the patients I have not been
able to find, although one of these in a letter a little
over a year ago made the statement that she was entirely
well (five years after operation). Of the 17 but one
still has the membranous casts, and an examination a
few weeks ago disclosed a hard and immovable mass at
the side of the uterus ; probably a pus tube, inasmuch as
the operation performed was for the removal of a left-
sided pus tube; the right tube, seemingly normal, was
not removed.

The conditions found in these 42 cases were as fol¬
lows : In 19 cases unilateral diseases of tubes and
ovaries; in 23 cases bilateral; in 37 there were pelvic
adhesions.

Of the 19 unilateral cases, 14 followed or appeared
to have started with some one of the exanthemata.

Of the 23 bilateral, 19 appeared from the history to
have started with scarlatina, measles, mumps, rheuma¬
tism or smallpox.

Of 5 unilateral cases, no definite history of childhood
could be elicited, and in 4 of these pain and mem¬
branous casts were noted at first, and all subsequent
menstruations; 3 had chorea at puberty.

Of 4 bilateral cases, no definite history could be elic¬
ited, but one had smallpox at 14, and one had chorea
at pubescence.

Of the bilateral cases, 8 were tubercular, 3 havingtubercular deposits in peritoneum. Of these 8 cases
noted as tubercular, only 2 developed general tuber¬
culosis subsequently.

Inasmuch as the bilateral cases can not be considered
in a positive way, we have, then, but 19 cases which
would seem to furnish positive clinical data, althoughthe other 23 support the theory.

Of these 19 cases the conditions noted were prolapsedand adherent tube and ovary with sclerosis of ovary, 7 ;prolapsed tube and cystic ovary, with adhesions and
obliterated tube with hydrosalpinx, 3 ; hydrosalpinx and
dermoid ovary, 2 ; hydrosalpinx hematoma, 1 ; retro-
verted adherent uterus with adherent chronic salpingitis
and chronic ovaritis, 4; ovarian cystoma and salpin¬gitis, 2.

Miss M. L., aged 22. Menstruated first at 13.
History.—Menstruation free, not painful and regular.

Health remained good until the age of 19, when she had
smallpox. Did not menstruate again for four months, when
menstruation was accompanied by severe pain and the passage
of almost a complete cast of the uterus. From that time to the
present menstruation has been irregular, painful and always
accompanied by the passage of more or less complete casts of
the uterus.

Examination.—Examination revealed a tender slightly mov¬
able mass on the left side, pressure on which caused pain,
which she said is like that she suffers during menstruation.

Operation.—April 27, 1894. The hydrosalpinx and cystic
ovary on the left side removed. The right tube and ovary were
normal with the exception of a small sclerotic area at the
outer portion of the ovary which was excised and the wound
stitched over with fine silk.

Results.—Her recovery was perfect; menstruation became
regular, free from pain and without any membrane. She has
since married and now has two children. She tells me she has

never suffered any menstrual pain or discomfort since her
operation.

Mrs. H. B., aged 34. Menstruated first at 14. Regular, free
from pain; health good.

History.—Married at 25. One child fifteen months later.
Puerperium normal; health good again until three years ago,
although no further pregnancy. Had severe attack of measles,
followed by muscular rheumatism. Was sick ten weeks, dur¬
ing which time she did not menstruate. When menses reap¬
peared suffered severely and flowed profusely. A few shreds
of membrane were noticed. Since that menstruation has
grown more painful, irregular and always accompanied by
passage of membrane.

Examination.—Examination revealed a hard, sensitive, ad¬
herent mass to the right of the uterus.

Operation.—April 28, 1894. A thickened adherent fallo¬
pian tube and sclerotic ovary were removed from the right
side, the tube being nearly an inch in diameter and very hard.
The left tube and ovary were not adherent and apparently not
sufficiently involved to justify their removal.

Results.—She recovered, but did not menstruate regularly
for nearly seven months, although menstruation was accom¬

panied by less pain than formerly and each time with less
membrane. After this her menstruation became more regular,
she became pregnant and was delivered of a child at term.
When I last saw her she was well. About a year ago I had
a letter from her in which she states she has no pain and con¬
siders herself well. Since that time I have lost trace of her.

Miss  . P.  ., aged 28. First seen April 22, 1895. Men¬
struated first at 15.

History.—Had chorea for about three months previous to
this and continued ten months after. First menstruation
free from pain, lasting about four days and normal in quan¬
tity. (Statement by her mother). Second menstruation did
not occur for seven months, when there was some premenstrual
pain, which passed away in a few hours after flow started.
Menstruation then became regular every twenty-eight days,
flow lasting four days, no clots or shreda. When about 16%
years old had a severe attack of scarlatina. Had some kidney
trouble with it, menstruated while desquamating, suffered very
severely and passed a few small shreds of membrane. Since that
time has always suffered severely, premenstrual pain chiefly
on left side. The past year menstruation has been irregular,
the pain more severe and the shreds of membrane larger, the
last time almost a complete cast of the uterus was discharged.

Examination.—Examination revealed an adherent cystic
mass behind uterus and low down.

Operation.—May 5, 1895. An adherent cystic ovary and
small hydrosalpinx with the fimbriated end of the tube adher¬
ent to the ovary were removed from the left side low down in
the cul-de-sac. The right tube and ovary were apparently nor¬

mal.
Results.—During the first menstruation following the op¬

eration there were a few small shreds and clots, but compara¬
tively little pain. The next and all subsequent menstrual
periods have been free from pain and shreds. (This patient
married in August, 1899, and is the mother now of two chil¬
dren, both girls.)

M. L., aged 23. Menstruated first at 13, free from pain and
normal.

History.—Flow four and a half days, perfectly normal and
free from pain for about a year, then had severe attack of
parotiditis and what the doctor said was inflammation of the
right ovary; was very sick for four weeks; did not menstru¬
ate while sick, nor for three weeks after. She then suffered
very severely and had to go to bed and have hot applications;
flow lasted eight or nine days. The next menstruation came on

five weeks later after two days of very severe suffering. This
time she passed several large pieces of membrane the first day
and some smaller ones the second day of the flow. From that
time until the present suffering has become more severe and
flow is always accompanied by pieces of membrane.

Examination.—Examination showed a prolapsed, enlarged
and tender right ovary in the cul-de-sac.
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Operation.—Jan. 11, 1896. The right ovary and tube were

prolapsed and adhered. The ovary was about as large as a
hen's egg -and of unusually firm consistence. The tube was
much thickened and very hard. The left tube and ovary were

apparently normal.
Results.—There was comparatively little relief from pain

during the first menstruation, but each subsequent menstrua¬
tion became less painful and with fewer shreds, until the fifth
month following the operation, when there was no pain and no
shreds. Since that time until her marriage, eighteen months
ago, she has been absolutely free from all her old trouble.
She became pregnant a short time after marriage and gave
birth at term to a boy baby.

Mrs. E. G., aged 26. First seen Aug. 2, 1895. Childhood
healthy.

History.—No sickness until 12 years old; had measles, and
three months later scarlatina; very sick for six weeks; had
peritonitis ( ? ) mostly on left side, following scarlatina.
Had three attacks, one in October, one in November and one
in December. Menstruated first in December, 1881. "Was very
sick, suffered severely for two days, when doctor injected some¬

thing into my arm which eased the pain and caused the flow
to start. The flow was very profuse and there were pieces of
something which looked like pieces of thin skin." She has
always suffered severely before flow starts and always had
these pieces of membrane. "Last month there was a large
piece almost as big as two fingers and several small pieces."
Married at 23; never pregnant.

Examination.—Examination showed a hard, sensitive mass,
firmly fixed on left side.

Operation.—Aug. 25, 1895. The left tube and ovary Avere

firmly adherent. The uterus latero-flexed and the ovary cystic.
Adhesions separated and left tube and ovary removed. The
right tube and ovary were not much involved, a few adhesions
were separated, a fine probe was passed into the tube to in¬
sure its patency. The ovary was fastened to broad ligament
by fine silk suture and the wound closed.

Result.—Her recovery was without incident. The pain at
menstruation was relieved. The membrane disappeared, but
she still remained sterile.

Miss L. E., aged 24. First seen Sept. 0, 1896.
History.—Always perfectly healthy until at 17 had scarla¬

tina followed by rheumatism ; sick three months ; had men¬

struation regularly from the thirteenth year until this sickness ;
did not menstruate while sick nor for a month after, then suf¬
fered with severe pain on right side and passed some shreds.
Has always suffered since and always passed pieces of mem¬
brane.

Examination.—Examination showed a tender, movable cystic
mass on right of uterus, very low down.

Operation.—Sept. 1, 1896. Right hydrosalpinx and sclerotic
ovary removed.

Recovery.—Complete.
Miss A. L., aged 19. First seen March 9, 1897. Childhood

healthy.
History.-—Menstruated first at 17 ; suffered severely for

two days prior to flow; flowed seven days; did not menstruate
again for four months ; suffered very severely again and passed
large pieces of membrane, after which pain was relieved; has
never menstruated more than six or seven times and has al¬
ways had the same experience.

Examination.—Examination showed a mass on left side of
irregular consistence, movable and not particularly sensitive.
The diagnosis of ovarian dermoid was made.

Operation.—April 12, 1897. A non-adherent dermoid of left
ovary about two and a half inches in diameter was removed.

Result.—Patient made an uninterrupted recovery and has
since menstruated regularly, is free from pain and passes no
shreds or casts.

Miss E. B., aged 19. First seen May 2, 1898. Childhood
healthy.

History.—Menstruated first at 13. No pain; flowed four
days; for five months menstruated regularly every twenty-
eight days and flowed four days without pain. In December,

1891, went skating and fell through broken ice; had pneu¬
monia; sick four weeks; did not menstruate during this time
nor for three weeks after; then suffered only slight pain and
flowed five days. In January, 1892, had scarlatina and peri¬
tonitis; did not menstruate until the first week in March,
when suffering was severe, particularly on left side. First
two days' flow scant, then large pieces of membrane were

passed and flow became very free for five days. Has since that
time been irregular, suffered severely and always passes pieces
of membrane. For past four months has had tenderness in
left groin; leucorrhea.

Examination.—Examination shows left ovary very hard and
small; left tube can be felt as a hard ridge.

Operation.—May 17, 1898. Left ovary sclerotic and about
the size of a lima bean; left tube hard, enlarged and con¬

stricted by three bands. The tube firmly adherent to broad
ligament. Right ovary and tube healthy.

Result.—Three months after operation, no pain, no shreds
and menstruation regular. Is now well.

Mrs. A. J., aged 31. First seen Sept. 11, 1898.
fltsior-iA—Childhood history negative ; when 15 years old she

had scarlatina, measles and mumps in rapid succession. Did
not menstruate until nearly 16; then suffered severely, passed
pieces of membrane and flowed only one and a half days. Has
never been regular, always suffered and always passed mem¬

brane. Has had peritonitis three times. Never pregnant, al¬
though married nine years, and never used any means to pre¬
vent conception.

Examination.—Cervix small ; an ill-defined, hard and im¬
movable mass to the left of the uterus, ovary and tube can not
be made out; right side of pelvis apparently free from disease.

Operation.—Nov. 3, 1898. The left tube and ovary were

densely adherent, several inches of small intestine adherent to
left side of pelvis. Uterus retroverted and adherent. All
adhesions separated, the left tube and ovary removed, pelvis
flushed with salt solution, drainage inserted and wound
closed.

Results.—For six months patient did not menstruate regu¬
larly, but had no pain, and passed no shreds after second
month. Is now well and mother of one child.

Mrs. E. B., aged 28. First seen Dec. 2, 1898. Childhood
healthy until 13; then she had scarlatina, followed by chorea.

History.—Menstruated first at 15; suffered very severely.
Physician said she had inflammation of the left ovary; did not
become regular; always suffered severely; flowed three days
and always "passed pieces which looked like red skin." Was
told marriage would cure her. Married at 19; never preg¬
nant; has never yet been regular and suffered very severely;
last two periods had to go to bed and physician gave her hy¬
podermic.

Examination.—Cervix and uterus normal ; a small cystic
and very sensitive mass to left of uterus.

.Operation.—Dec. 9, 1898. A small dermoid of left ovary
with hydrosalpinx, moderately adherent, removed.

Result.—Patient recovered and has since been free from
pain, shreds or casts.

Mrs. J. E. W., aged 24. First seen June 14, 1899. Child¬
hood sickly. Had all children's diseases except scarlet fever
before puberty.

History.—Menstruated first at 14, regular and normal. At
17 had scarlet fever; was very sick for seven weeks; had ab¬
scess on left side of neek. Menstruated while sick and suffered
terribly. Has always suffered since. For a few months after,
passed a few small pieces of membrane, then pieces became
larger until lately they have been almost complete casts. Was
married at 22. Pain worse and flow lasts ten days.

Examination.—Uterus retroverted and adherent; a hard,
firmly adherent mass to left of uterus and low down behind
the retroverted uterus which occupied Douglas' pouch.

Operation.—July 9, 1899. Uterus firmly adherent and retro¬
verted. Left tube and ovary firmly adherent low down in
pelvis behind the uterus. Adhesions separated, left tube and
ovary removed.

Result.—Patient very poor and surroundings not conducive
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to rapid recovery; for some months she continued to suffer
some pain and pass a few shreds of membrane. In January,
1900, she became pregnant and gave birth to a child at term.
Since that time menstruation is regular and normal in every
particular. No pain; no membrane.

Miss A. K., aged 18. First seen Aug. 25, 1899. Was
healthy until 13, when she had typhoid fever.

History.—Menstruated first at 14; regular, free from pain;
flowed four days ; had scarlet fever, followed by rheumatism, at
15; was sick over three months. Did not menstruate for five
months, then was very sick and flowed a great deal for
nearly two weeks. Did not menstruate again for six weeks.
Suffered severely and passed pieces of something which phy¬
sician told her mother was part of a growth which was inter¬
fering with menstruation. She was curetted and treated by
electricity, but still passes those pieces. Pain mostly on right
side.

Examination.—A hard, immovable mass was felt behind and
to the right of the uterus.

Operation.-—Sept. 2, 1899. Right ovary and tube with an
adherent appendix bound down firmly low in the pelvis.
Uterus retroverted and held down by adhesions. Tube and
ovary removed. Left tube normal; left ovary partly cystic.
The cysts split open and a portion of the ovary resected, a

probe passed into the tube to insure patency and the wound
closed.

Results.—She recovered without complications and has been
free from pain and membrane ever since. She married two
and a half years ago, but is apparently sterile.

Miss B. L., aged 21. Did not menstruate until 17.
History.—Had mumps at 12 and scarlet fever at 14. Was

quite sick at 14 for over a year, then health improved. Prob¬
ably, from her description, chlorosis. First menstruation very
painful, but she had been injured in a runaway just a few
days before and physician said that she had torn something
inside. Was bloated very badly; passed large clots and pieces
of something. Has never been regular, always suffered and
has been curetted twice with no benefit.

Examination.—Uterus retroverted and adherent; a mass
which is indistinctly cystic on left of uterus.

Operation was not performed until Oct. 15, 1900. A hema¬
toma of ovary and adherent left hydrosalpinx were removed;
adherent uterus freed. Abdomen and pelvis flushed and salt
solution left in cavity.

Result.—Recovery complete. Pain relieved and membrane
disappeared from mentrual discharge.

Mrs. H. W., aged 30. First seen June 29, 1901. Childhood
healthy until 15, when she had chorea; was sick several
months.

History.—Had scarlatina at 17, just after first menstrua¬
tion; was quite sick for two months; had inflammation of
the left ovary; did not menstruate for nearly a year then suf¬
fered severely and passed pieces of skin. Has always suffered
and yet has been regular for past seven or eight years. Was
married at 23. Took local treatment for over a year without
relief; has been curetted three times; the last time was a little
better at first menstruation but since that worse than before;
never pregnant.

Examination.—A hard adherent mass to left of uterus ; very
sensitive.

Operation.—Feb. 5, 1901. An adherent sclerotic left ovary
and thickened tube removed. Right ovary had a cyst in up¬
per outer part, which was resected.

Result.—She recovered completely, has no pain and no mem¬

brane, but is still sterile.
Miss  .  ., aged 23. Childhood healthy until 14.
History.—Menstruated first at 13. At 14 had typhoid fever.

Health good until 19, when she had measles, and two months
later had scarlet fever. Did not menstruate for two months,
then suffered severely. Passed a few pieces of membrane. Has
always been irregular and passed membrane. Past year grow¬
ing worse every time.

Examination.—-Right ovary and tube prolapsed and adher¬
ent.

Operation.—April 13, 1901. Right ovary cystic, tube adher¬
ent to side of uterus and coiled on itself. Enlarged and in¬
durated.

Result.—Recovery was prompt and for two years she was
free from pain and membrane. Since that she has married
and moved to another state, but two years' freedom from the
condition is sufficient to warant the supposition that the cure
is complete.

Miss G. H., aged 22. First seen Sept. 1, 1901. German; can
not get good history. Says she has pain in right side all the
time and passes "pieces of fleisch" every time she menstruates.

Examination.—Hard mass to right of uterus; very sensi¬
tive; uterus retroverted.

Operation.—Sept. 16, 1901. An adherent tube and sclerotic
ovary on right side, with the appendix adherent to the ovary,
were removed.

Result.—She has since married and has a baby three or four
months old.

Miss O. B., aged 29. First seen May 4, 1902.
History.—Suffering severely (was menstruating at this

time). A complete east of uterus was discharged. Said she
had suffered and passed membrane ever since she had smallpox,
four years ago. Had never suffered before and had never been
sick until she had smallpox. In this case I advised curetting
and curetted the uterus on May 12. In June she did not suf¬
fer, but in July was worse than before. The left ovary was
small.

Operation.—She consented to oöphorectomy and was oper¬ated on August 9. A small indurated hard tube and sclerotic
ovary were removed from left side. The right tube and ovary
seemed to be normal and were left.

Result.—I was agreeably surprised in this case to get almost
immediate and perfect relief both from the suffering and the
membrane.

V.  ., aged 26. Never strong; had all the diseases of child¬
hood except mumps before puberty.

History.—Menstruated first at 12; normal. Regular until
at 20 she had mumps. Suffered severely with pain low down
on left side for several weeks and menstruated profusely two
or three times. Suffering became worse each time and she
always passed pieces of thin membrane, sometimes very large
pieces.

Examination.—Left tube and ovary prolapsed slightly, ad¬
herent and very sensitive.

Operation.—July 14, 1902. Left ovary and tube adherent to
side of uterus and to broad ligament; tube hard and enlarged.
Ovary sclerotic. Adhesions all separated and tube and ovary
removed.

Result.—Complete relief from pain and absence of mem¬
brane characterize her menses since.

Mrs. S. H., aged 31.
History.—Always healthy until two years ago; then had

measles; since that has suffered severely. Has profuse leu-
corrhea. Menstruated two and a half days every three weeks.
Suffers severely and passes pieces of membrane every time.

Examination.—A doughy mass on left of uterus, very sensi¬
tive; uterus retroverted.

Operation.—Sept. 20, 1902. A left pus tube and sclerotic
ovary removed. Adhesions firm and vascular. Right ovary
and tube apparently perfectly normal.

Result.-—She was relieved of menstrual pain and also from
the membrane for a few months, but both are now as severe
as before operation. Examination a short time since shows
what is in all probability a right pus tube. This is another
instance in which an effort at conservatism has not proved to
be conservative.

Mrs. W., aged 27.
History.—Had splendid health until after she had scarlet

fever at age of 21. Had always been perfectly regular and
free from pain since first menstruation at 12. Was married
at 19 and had a child fourteen months later. No trouble. In
November, 1898, had scarlet fever. Menstruated while des¬
quamating, suffered severely and casts were passed. Physician
said the scarlet fever had been in the womb and that it was
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scaling just like the skin. Has suffered ever since. Always
has some membrane, but lately passes large pieces.

Examination.—A hard, sensitive tube on left side with ovary
very small and hard, low down in cul-de-sac.

Operation.—Jan. 17, 1903. A sclerotic ovary and indurated
tube; firm adhesions were removed from left side.

Result.—Complete relief from all symptoms has resulted.

Since July, 1903, I have had 5 more cases in which
membranous endometritis has been a prominent symp¬
tom, on which I have operated for the removal of uni¬
lateral disease, but sufficient time has not yet elapsed
to make them of value in the present discussion.

In presenting these cases I have selected only those
in which the symptoms of membranous casts was noted
as a prominent feature, and which may, therefore, be
taken as typical of the class of cases.

The number of cases of bilateral disease is larger than
of unilateral, and in all of them the pain has been more

aggravated and the membrane cast off in larger quan¬
tities. This, it seems to me, would, in a measure, sup¬
port the theory of trophic change.

The argument may be offered that in these cases
there was a primary infection of the uterine mucosa,
and by extension the tubes and ovaries became involved.

This is not a sound argument for two reasons, viz.;
First, several of these cases presented pathologic con¬
ditions of the tubes and ovaries in no way the result
of infection, as in dermoide, hematoma and sclerosis
of the ovary, and yet they were cured by extirpation of
the diseased structures without any uterine treatment.

Second, in those cases which might be considered as

an extension of infection from uterine mucosa to the
tubes and ovaries, no form of treatment directed to
the uterus is or has ever been of any benefit, probably
because it can not relieve the tubai or ovarian condi¬
tion, at the same time the fact that these cases were

nearly all sequelae of the exanthemata, would indicate
that the primary trouble was probably glandular, hence
the ovary was probably the first, the tube second, and
the uterus last involved. There is a further corrobor¬
ating fact to be added to this theory, viz. : In the cases
in which the membranous casts were noted for the
shortest time the tubes were less involved in proportion
to ovarian involvement than in those of long standing,
and the pelvic adhesions were less dense and fewer.
This would seem to indicate that the disturbance of
circulation and innervation by intrapelvic adhesions and
diseases of tubes and ovaries play a very important part
in the pathology of this condition.

I can not arbitrarily state that the pathology of this
condition is proved to be a trophic change wrought in
the uterine mucosa by tubai and ovarian disease and
by inflammatory products in the pelvis, but that it is
always an indication of disease beyond the uterus as a

primary factor, I believe. It may be asked if pelvic
adhesions, tubai disease or ovarian disease are the cause
of membranous endometritis, why we do not always
find it in these conditions? Again, I wish to empha¬
size that in practically all of these cases the pelvic
trouble seems in some way to be connected with the
exanthemata, although not in all can the indications
to this effect be said to be positive, notably, the dermoid
cases. And yet each of these had scarlatina with some
abdominal symptoms at adolescence or soon after. This
renders the part played by the dermoids doubtful, and
suggests a possible scarlatinal infection of the ovary
and tube as the real primary factor.

Nineteen cases are not enough, I know, to determine
positively the pathology of any condition, but 19 cases

of unilateral diseases, supported by 23 cases of bilat¬
eral diseases, in which this symptom has been a prom¬
inent feature, would seem to me to warrant bringing
this subject before you for discussion.

CONCLUSIONS.

When in the cases of unilateral disease of the tubes
and ovaries, ablation of the diseased structures has
been followed by complete relief in all cases from a

symptom which curetting, local treatment, electricity
and constitutional treatment have failed to relieve, it
would seemingly warrant the following deductions:

1. Membranous endometritis is probably a condition
due to trophic changes in the endometrium secondary
to some intrapelvic disease.

2. This intrapelvic disease often is unilateral.
3. It is probably always unilateral in the beginning,

although this remains to be proved.
4. The fact that all local methods of treatment of

the uterus have failed to relieve the condition, together
with the foregoing facts, would seem to warrant re¬
moval of the tubes and ovaries on one or both sides
when shreds or casts are a part of painful menstruation.

5. The fact that nearly half of these cases were uni¬
lateral, although all of them had suffered for years,
would warrant the hope of saving the possibility of
maternity in all cases given early operation.

6. That many, if not all, the cases of membranous
endometritis are due to ovarian and tubai disease de¬
veloping as a complication or a sequela to the exan¬
themata.

7. This being true, the strictest attention should be
given those structures during the exanthemata, and
the slightest indication of trouble should be promptly
dealt with.

8. Early attention may often save one tube and ovary
where neglect will sacrifice both.

9. That in all cases, no matter what age, in which
membrane is cast off during menstruation, a thorough
pelvic examination should be made.

10. The importance of a thorough case history in all
cases of menstrual pain should be emphasized.

11. That conditions of tubes and ovaries not inflam¬
matory and not due to any form of infection may pos¬
sibly cause this symptom.

DISCUSSION.
Dr. L. H. Dunning, Indianapolis, has had membrane brought

to him which dissolved in an alkaline solution, showing that it
was blood and not membrane. He considers Dr. Lawrence's
idea of the etiology of this condition entirely new.

Dr. F. F. Lawrence, in reply to questions, stated that he had
seen the membranes in all these eases and that most speci¬
mens were examined microscopically.

Dr. Charles L. Bonifield, Cincinnati, Ohio, said that he has
seen not more than three cases in eighteen years of practice.
Dr. Ramey some years ago reported two cases; they were

mother and daughter. The mother developed membranous dys¬
menorrhea after she had given birth to her children. Dr.
Ramey succeeded in curing her by one or two eurettages, fol¬
lowed by the application of acetic acid to the endometrium.
Her daughter developed the disease soon after she began to
menstruate and was cured by the same treatment. There are

cases in which no disease of the appendages will account for
the trouble.

Dr. John M. Fisher, Philadelphia, has seen only two cases
of membranous dysmenorrhea. He said that Dr. Lawrence's
experience has been an extraordinary one, so far as the number
of cases is concerned. We may be lax in our examinations,
however. In the two cases Dr. Fisher saw the symptoms were
so pronounced that on investigation a complete east of the
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uterus was found at each menstruation. The mere discharge
of shreds from the uterus during menstruation with pain in a

 given case can not be looked on as membranous dysmenorrhea.
Dr. L. H. Dunninq said that one of the most severe cases he

ever saw occurred in a woman from whom he had removed bi¬
lateral pus tubes and both ovaries. She menstruated for two
years afterward and had membranous dysmenorrhea.

Dr. F. F. Lawrence said that in the last few years he has
made it a rule in every case where shreds or casts were passed,
whether partial or complete, to turn them over to the patholo¬
gist for examination. So far nothing has been shown by these
examinations on which we can hang anything of practical value
in the therapeutics of the condition. In nearly all the cases
there was a low form of degeneration of the epithelial cells,
with an increase in the connective tissue stroma, dipping down
into the deeper layers of the mucous membrane, as in chronic
atrophie endometritis. The term membranous dysmenorrhea
means nothing. It should be called membranous endometritis.
As soon as a woman begins to cast off shreds of membrane and
suffers painful menstruation he believes it is a ease of mem¬
branous endometritis. It has occurred to him that this condi¬
tion has an intrapelvic origin. It is possible that by following
out this matter in detail we may find a satisfactory pathologic
basis and possibly we may be able to tell our patients posi¬
tively that we can cure them.

ADHEEENT UTEEUS AS A COMPLICATION OF
LABOE, CITING TWO CASES.*

JOHN C. APPLEGATE, M.D.
Professor of Obstetrics at Medical Department, Temple College ;

Obstetrician and Obstetric Surgeon to the Samaritan Hospital.
PHILADELPHIA.

The causes of adherent uterus are multiple, and as a
complication of pregnancy and labor give rise to various
results, which can not be detailed in a paper of this
character with a subject of such wide application.We do not presume, therefore, to do more than to
present a few facts as they appear to the obstetrician,reporting the two cases typical of adherent uteri com¬
plicating pregnancy and labor under entirely different
circumstances.

Viewing the situation from an obstetric standpoint,the advancement in the science of surgery, while mar¬
velous, has not yet reached that degree of perfectionwhereby the discomforts of woman, by reason of her
sex, are satisfactorily alleviated to the best advantageduring her period of propagation.

While correction of the abnormal deviations of the
uterus belongs especially to the gynecologist, the re¬
sults of reposition and fixation by the various methods
of operative procedure, as well as by inflammatory ad¬
hesions when pregnancy follows, are met face to face
by the obstetrician.

It is in the conduct of pregnancy and labor, thus com¬
plicated, that the relative results of the various meth¬
ods of correcting uterine displacements during the child-
bearing period can be proven, and one can only arrive
at definite conclusions as to the best and most appropri¬ate course to pursue in correcting such displacements
by a knowledge of the test of pregnancy and labor with
fixed or adherent uterus, remembering that of those re¬
quiring operative interference, the child-bearing women
are largely in the majority.

The various operations for retrodisplacements and
proeedentise have their good points and their strong

* Read at the Fifty-fifth Annual Session of the American Med-
ical Association, in the Section on Obstetrics and Diseases of
Women and approved for publication by the Executive Committee:
Drs. J. H. Carstens, A. Palmer Dudley and L. H. Dunning.

advocates, but to operate for the purpose of restoring
comfort and health, without due regard for her future
ability to propagate safely, is one thing, while to satis¬
factorily and permanently fix the uterus, with the posi¬
tive assurance that a future pregnancy will not jeopard¬
ize the life of the individual, is quite another thing. In
other words, the most positive methods of restoring and
permanently supporting the uterus are often the most
dangerous in the event of a future pregnancy.

From my own personal observation and from infor¬
mation obtained from other clinicians, I have become
convinced :

First.—That the round ligament operations have lit¬
tle, if any, effect on future pregnancies or labor, but that
subsequent pregnancies very frequently defeat the ob¬
ject of the previous operation by reason of the relaxation
and elongation of the ligaments. The Alexander
method, for instance, while safe under all circumstances,
and most admirable for selective cases, as unmarried
women with no prospects of matrimony, but failing
or yielding under the test of pregnancy, the subject in
a large percentage of cases must be subjected to a sec¬
ond operation or continue in life with a recurrence of
the original malady. The results of the Montgomery
subperitoneal operation, whereby he attacks the strong¬
est portion of the round ligament, buttonholing the
peritoneum, are awaited with a great deal of interest.
This, we believe, can have but little or no effect on
future pregnancies, nor will pregnancy be so liable to
defeat the object of the operation.

Second.—That the results of the simple peritoneal
suspension of the uterus are often futile and dangerous
because the peritoneum is too thin, weak and yielding
to support a gravid uterus, and is liable to rupture dur¬
ing retching and vomiting following etherization. Post¬
operative accidents of this character are on record, and
I doubt not that there are many not recorded. I have
purposely refrained from depending on statistics from
medical literature, since the profession is deprived of
full and accurate knowledge on this line, failures, acci¬
dents and deaths not being reported in proportion to
the successes. Further, I question whether the inexperi¬
enced, or operator of medium experience, is not often¬
times lured into the methods of operating by unfair re¬

ports that appear in literature uncondemned, which are
almost or quite irrational.

Third.—That the ventral fixation, after the usual
technic, while one of the best, so far as supporting the
uterus is concerned, is unjustifiable before the meno¬
pause, except under certain very rare circumstances. I
can not conceive of a more embarrassing position for
the obstetrician, nor a more critical condition for the
pregnant woman who has proceeded to term with the
fundus of her uterus firmly adherent to the anterior
abdominal wall, the cervix drawn high in the pelvis pos¬
teriorly, perhaps near the brim, the posterior wall as
thin as paper, in danger of rupturing at any moment
under uterine contractions or artificial manipulation ;
or a firmly adherent uterus that has not been permitted
to rise out of the pelvis, giving rise to a variety of
symptoms jeopardizing the life of the individual.

If the operator could have the positive assurance that
abdominal suppuration would not follow his fixation
operation and that the bands of adhesions would form
on the suture lines, allowing freedom and mobility of
the uterus, ability to rise and expand symmetrically
during the enlargement of pregnancy, under which cir¬
cumstances labor would not be seriously complicated,
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